Introduction
The aging of the population has caused an increase in the general number of elderly patients, including in primary health care. According to the World Health Organization (WHO), the number of people aged 65 years or older is expected to reach nearly 1.5 billion, 16% of the world's population, by 2050. As a result, many developed countries will have the oldest global population profiles, as well as rapidly aging populations. The WHO stresses that between 2010 and 2050, the number of people aged 65 years or older is projected to increase by more than 250% in less developed countries and 71% in developed countries. 1 This leads to a serious social and medical challenge. To maintain the efficacy of medical care, high-quality programs promoting a healthy lifestyle and targeting older age-groups are urgently needed. [1] [2] [3] According to the report, seniors should be encouraged by doctors to be more active in the treatment and health-promotion process. 4, 5 The effectiveness of such programs depends on the motivation of seniors to perform a given activity and their expectations toward health and medical care.
There is evidence that patients who receive medical care in line with their expectations may recover more quickly than patients who do not. Moreover, meeting the expectations of patients toward health care correlates with their satisfaction with medical visits. [6] [7] [8] [9] [10] According to patients' expectations of health care, it is important to analyze patients' previsit expectations and postvisit experiences, as well as how they change according to health activity. 7, 11 However, some difficulties occur when attempting to define accurately what an expectation toward medical care is. 7, 8, [12] [13] [14] Very often, the expectations of patients toward their interaction with health-care professionals are based on cognitive and affective beliefs. 15, 16 There are publications that analyze different dimensions of patients' expectations, such as structure of health care, doctor-patient communication style, the doctor's approach to sharing information, indicators of the quality of health care, and the patients' health outcomes. 7, 8, 14, 17 The literature emphasizes that a fully integrated model of expectations should be developed in research projects. This model needs to be dynamic, multidimensional, and able to identify different factors, including sociodemographic ones. 7 In the context of primary care, the most important patient expectations are associated with information about disease and treatment. [18] [19] [20] [21] When it comes to medical visits, patients have specific expectations of a clear diagnosis of their disease, explanations of the cause of their problem, and possible forms of therapy. 7, 8, [18] [19] [20] [21] In the literature, it is stressed that a patient, particularly those above the age of 65 years, tends to share their psychological and emotional problems with a family doctor. As a result, the emotional support provided to especially elder patients is extremely important. 22 Another key aspect of a medical visit is the relationship between the patient and the doctor, as they form a mutual bond. It is emphasized that building a successful rapport is the single most important factor in developing a relationship. In the same vein, Bakić-Mirić and Bakić 23 pointed out that building a successful rapport largely depends on the validity of the patient expectations and the ability of the doctor to fulfill them. It should be noted that within complementary therapy, patients also value enhanced quality of life and health promotion. [24] [25] [26] Overall, patients visiting GPs report not only high previsit expectations but also that the expectations are fulfilled. These expectations vary according to patient category. For example, patients seeing GPs have higher previsit expectations than hospital patients, and their postvisit ratings of how their expectations were satisfied are higher. 7 It seems that patients' expectations may depend on sociodemographic variables. For example, Strzelecka et al 27 stressed that the declared patients' expectations vary according to age-group, especially with regard to emotional support and obtaining information about a given disease and treatment. Similar observations were reported by Kemicer-Chmielewska et al. 22 Therefore, an important activity in the field of public health is to study patients in terms of their psychological, health and sociodemographic variables.
In short, according to previous studies, the most important patient expectations concern information about disease and treatment, quality of life, health promotion, rapport, and emotional support. [18] [19] [20] [21] [22] [23] [24] [25] [26] However, it should be said that these expectations tend to be analyzed separately. There is a scarcity of studies analyzing various types of patients' expectations together and presenting a comprehensive picture of them. What is more, patients' expectations have been examined more closely than their experiences, and little is known about the relationship between expectations and actual experiences, especially among older adults in the primary health-care services. In order to respond to this, we have here adopted a comprehensive and multidimensional approach to patients' expectations and focused on both patients' expectations and experiences during a medical appointment. We used this approach in relation to older patients within the primary health-care services, as the knowledge about this group and the aforementioned aspects is still insufficient. The approach was used in the Polish-Norwegian PRACTA study of patients aged 50 or more, who were examined both before and after visiting a doctor in the primary healthcare services.
Aims
One of the most important objectives of the PRACTA study was to examine patients' expectations toward their consultation with a primary health-care physician. This paper aims at studying appointment-related expectations before a visit, the actual experiences after the visit, and the discrepancy between expectations and experiences in the different agegroups. Three research questions were formulated: 1. Do patients differ in appointment-related expectations before a visit according to their age? Inclusion criteria were aged 50 years, able to complete questionnaires independently, awaiting a visit to a doctor recruited for the PRACTA study, and written consent to participate. The participants were given all relevant information about the study's background, purpose, design, procedure, voluntary nature of participation, and possibility to withdraw at any time. The study was approved by the Bioethics Committee of the Medical University of Warsaw (KB/10/2014). The patients filled in questionnaires before and immediately after the appointment with the doctor. Interviews with patients were carried out individually by specially trained interviewers.
socioeconomic characteristics of respondents
The socioeconomic characteristics of the respondents in the various age-groups are presented in Table 1 . The four groups were not homogeneous in terms of sex, and contained people with different marital status, with the number of widowed seniors increasing with age. In the four groups analyzed, the clear majority were women. However, women were not dominant in the older groups. Probably, this was due to the fact that women were generally less willing to participate.
There were also differences in education. With increasing age, patients with primary education were more numerous, whereas the number of respondents with a secondary or higher education decreased. The respondents' place of residence was not equally balanced, as patients who lived in a large town or city dominated in each age-group (Table 1) .
There were also differences between the groups when various categories of flat-sharing were analyzed. The number of participants living alone varied according to age-group. Most patients who lived alone (40.3%) were in the middle-old group. The groups further differed according to the number who lived with a spouse or partner, children, grandchildren, or non-family members. With higher age, the percentages of patients living with a spouse or partner dropped. When it came to patients living with family members, there were no differences observed between the analyzed age-groups. Most respondents who lived with family members were in the group of patients aged 85+ years ( Table 1 ). The groups also differed also with regard to occupational status. The number of patients with full-time or part-time employment and those unemployed decreased with lower age. The number of retired patients predictably increased with higher age. There were differences in the number of pensioners, with the lowest percentage observed in the middle-old group (11%) ( Table 1) . When it came to financial status, the number of people with poor or average income increased with higher age (Table 1) .
health status of participants
The health-status characteristics of the sample included the following factors: subjective health status, self-reported number of diseases, use of health care within the past 6 months, and aim of the current visit. Results regarding the health status of the various age-groups are presented in Table 2 . The groups differed according to their subjective health status. The number of patients declaring good health decreased with higher age, whereas patients declaring poor health increased. We found similar differences in the self-reported number of diseases, which increased with higher age. The nature of hospital care used in the analyzed age-groups was different. With increasing age, a higher frequency of emergency care was observed. There were also differences in hospital admissions for surgery or other procedures. Patients aged 50-64 years reported the lowest percentage of such admissions (8.5%). Admission for treatment or observation was most common among patients aged 75-84 years. The use of medical care, such as visits to specialists, was less common among patients aged 50-64 years than for the other groups. The use of medical tests was more evident among patients aged 75-84 years, though other types of visits to GPs were more common among patients aged 65-75 years. No differences were observed with regard to sanatorium admissions. The analyzed groups differed with regard to the aims of the visit (χ 2 =22.78, P0.01; Cramér's ϕ=0.04; P0.01). In approximately 10% of visits, patients received referrals (eg, to a specialist or for tests) rather than direct medical help. Referrals were less common than appointments concerning medical help (treatment, checkup, diagnosis) in all groups. However, patients aged 50-64 years and old-old patients reported formal reasons for appointments more often. Patients aged 75-84 years more often than the other groups declared that their visits concerned medical help (treatment, checkup, diagnosis).
Questionnaires
The PRACTA Patient Expectations Scale was used to measure a patient's appointment-related expectations. The scale has two versions containing identical sets of 18 items, but with different statements. The previsit version refers to patients' expectations toward the doctor before the visit ("During this visit, it is important to me that the doctor …"), whereas the postvisit version refers to the doctor's action during the visit, as evaluated after a visit ("During this visit, the doctor …"). Each item has a 7-point response range (1, definitely not; 7, definitely so). 
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Each version of the scale consists of six three-item thematic sections involving expectations toward the following factors: A three-part survey was used to identify patient characteristics. The first part concerned sociodemographic factors: age, sex, marital status, education, place of residence, flatsharing, professional, and financial status. Part two contained questions about health, including self-rated health ("How do you evaluate your health in comparison with people of similar age?"), use of the health-care system within the past 6 months ("Within the past 6 months, have you used emergency services, undergone surgery or other procedures in hospital, been treated or observed in a hospital, visited other general practitioners, visited a specialist, undergone general medical tests [blood count, ECG, etc], or been in a sanatorium?" [multiple choice]), and number of current diseases ("How many diseases have you been treated for/are you currently being treated for?"). The last part of the survey concerned the aim of the medical visit, with multiple-choice questions.
statistical analysis SPSS version 21 was used (IBM Corporation, Armonk, NY, USA). In all parts of the analysis, the default level of significance was set at P=0.05. As the outcome variables were not normally distributed, nonparametric statistical tests were applied. To assess between-group differences, χ 2 , Mann-Whitney U, or Kruskal-Wallis tests were used. The effect size was calculated for statistically 
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Jaworski et al significant differences. In these cases, Cramér's ϕ and η 2 statistics were used. Differences in previsit and postvisit measurements were examined by the Wilcoxon signed-rank test. A discrepancy index was used to indicate the difference between postvisit and previsit measurements. An index value below zero meant that the patient received less than he/she had expected from the GP before the visit. The KruskalWallis test was used to determine between-group differences. Next, we carried out post hoc multiple comparisons for statistically significant differences between the analyzed groups using Dunn's test.
Results
Age and appointment-related expectations: previsit measurement
As presented in Table 3 , the age-groups differed in all types of expectations, except for health promotion. More specifically, patients aged 50-64 years scored higher in expectations toward disease explanation compared to participants aged 65-74 and 75-84 years. A very similar observation was made in the case of treatment explanation. Here, patients aged 50-64 years scored higher than participants aged 65-74 and 75-84 years. However, patients aged 85+ years expected significantly more emotional support than patients aged 65-74 years. Expectations toward good rapport were higher among patients aged 50-64 years than patients aged 65-74 years. Interestingly, among patients aged 75-84 years, expectations toward quality of life were higher than among patients aged 50-64 years (Table 3) . The mean levels of each expectation before the medical visit are shown in Table 4 .
Age and appointment-related experiences: postvisit measurement Evaluation of patients' appointment-related experiences evaluated after the visit showed that there were significant variations among the age-groups in all categories: disease explanation, treatment explanation, emotional support, health promotion, quality of life, and rapport ( Table 5 ). The youngest patients (50-64 years) perceived that the doctor had less focus on disease explanation and treatment explanation than those aged 65-74 and 75-84 years. No differences were evident between the youngest and old-old participants regarding these two dimensions. Patients aged 50-64 years indicated that the doctor had less emphasis on emotional support than patients aged 65-74, 75-84, and 85+ years. The same pattern was observed with regard to health promotion and quality of life. It should be noted that patients aged 85+ years reported a higher stress on rapport than those in the age-groups 50-64, 65-74, and 75-84 years. Patients aged 65-74 years also had higher scores on this dimension than those aged 75-84 years. Mean levels of patients' appointment-related experiences assessed after the visit are presented in Table 6 . 
1227
Differences between appointment-related expectations evaluated before visit and experiences evaluated after visit
The results presented in Table 7 show that differences between previsit and postvisit measurements were statistically significant in all age-groups with regard to all types of expectations. In all age-groups, patients who received less than they expected on disease explanation, treatment explanation, emotional support, health promotion, quality of life, and rapport outnumbered those who got what they expected or more than they expected. It is also important to look at the proportions of patients who received what they expected or more from doctors (satisfied needs) and those who got less than they expected (neglected needs). For patients aged 50-64 years, the highest number of those who received less than they expected (most neglected needs) received less in relation to emotional support (76%) and health promotion (75%), followed by disease explanation (73%), treatment explanation and quality of life (both 72%), and rapport (63%). In the young-old group, most of those who received less than they expected indicated emotional support and health promotion (both 72%), followed by disease and treatment explanation (both 67%), quality of life (66%), and rapport (63%). In the middle-old group, the highest percentages of those who received less than they expected indicated health promotion (76%) and emotional support (75%), followed by quality of life (71%), rapport (68%), treatment explanation (66%), and disease explanation (65%). In the old-old group, the highest number of those who felt they had received less than they expected mentioned treatment 
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Jaworski et al explanation (75%), followed by disease explanation and emotional support (both 74%), health promotion (73%), quality of life (66%), and rapport (60%). Significantly, in all age-groups the largest numbers of those who received exactly what they expected cited rapport, followed by disease and treatment explanation. Comparisons between the levels of discrepancy between pre-visit expectations and experiences evaluated after the visit are presented in Table 8 .
As shown in Table 8 , the largest discrepancies between previsit expectations and experiences evaluated after the visit were evident in the youngest group, regardless of the type of expectation. This group differed from the young-old group in all expectations and from the middle-old group in five of six expectations (expect for rapport). In the case of the middle-old group, the lowest discrepancies were with regard to disease explanation. The young-old group was characterized by the lowest discrepancies in terms of treatment explanation, emotional support, health promotion, and quality of life. However, the lowest discrepancies on rapport were observed in the old-old group. Moreover, patients aged 85+ years had a statistically higher difference between previsit expectations and experiences evaluated after the visit on disease explanation compared to patients aged 75-84 years. In the case of treatment explanation, patients aged 50-64 years had a statistically higher difference between previsit expectations and experiences evaluated after the visit than the young-old and the middle-old groups. A similar trend was observed with respect to emotional support and quality of life. Furthermore, when it came to expectations toward health promotion, the discrepancy between previsit measurements and postvisit measurements among the youngest patients was also higher than in the old-old group. In the case of rapport, patients aged 85+ years had a statistically lower difference between previsit expectations and experiences evaluated after the visit than patients aged 50-64 years and those in the middle-old group.
Discussion
This study has highlighted patients' appointment-related expectations before a visit, their actual experiences evaluated after the visit, and the discrepancy between expectations and experiences among different age-groups. Differences in patients' expectations before medical visits were evident with regard to disease explanation, treatment explanation, quality of life, rapport, and emotional support. Our study showed that patients aged 50-64 years scored higher on expectations toward disease and treatment explanation before medical visits compared to the young-old and middle-old participants. Additionally, patients aged 50-64 years had higher rapport expectations than patients aged 65-74 years.
The youngest patients had the highest expectations in most categories, while the second-youngest age-group had the lowest expectations. This may be explained by less contact with medical services for patients who had not reached retirement age (50-65 years). Even if numerous diseases begin to occur at this age, the lack of experience with treatment may explain unrealistic expectations. Patients just below retirement age (often part time employees) or those who have just retired could have more time available to care for themselves. Subsequently, they might have more realistic expectations than younger people. One can also observe that differences among the age-groups are relatively small, and only on a few dimensions are there major differences between the youngest and oldest age-groups. This raises the question of whether patients' expectations evolve slowly instead of changing abruptly.
More pronounced differences were evident between the middle-old and old-old groups. In the old-old group, the highest numbers of patients who received less than they expected mentioned treatment and disease explanation, whereas in the middle-old group these expectations were best satisfied. Based on the mentioned percentages, we discern similar patterns for the youngest and young-old patients, but with the lowest number of patients receiving less than they expected in the young-old group.
Patients aged 85+ years scored higher on emotional support and quality-of-life improvement compared to patients aged 65-74 years. Interestingly, the expectations of patients 
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Age and patient expectations in primary care Table 7 Differences between patients' appointment-related expectations before a visit and their experiences during the visit in the age-groups analyzed 503.23
70 (6) 224.83
15 (7) 25.1
Ties 322 (21) 512 (25) 343 (29) 37 (18) Wilcoxon signed-rank test 96 (8) 222.28
18 (9) 39.28
Ties 291 (19) 487 (24) 301 (26) 32 (16) Wilcoxon signed-rank test 28 (14) 51.3
Ties 178 (12) 285 (14) 182 (15) 25 (12) Wilcoxon signed-rank test 620.03
115 (10) 316.38
29 (14) 55.83
Ties 195 (13) 283 (14) 165 (14) 26 (13) Wilcoxon signed-rank test (14) 311 (16) 171 (15) 28 (14) Wilcoxon signed-rank test 100 (9) 182.49
22 (11) 55.66
Ties 391 (26) 510 (25) 274 (23) 59 (29) Wilcoxon signed-rank test 
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aged 85+ years before medical visits did not differ statistically from those of patients aged 50-64 years with regard to disease explanation, treatment explanation, and rapport. Arguably, patients aged 85+ years had the same expectations toward these factors as the youngest participants. Therefore, it is important that doctors provide seniors with accurate information on diagnosis and treatment processes. Evaluation of patients' appointment-related experiences evaluated after the visit demonstrated that all types of expectations differed among the age-groups in the study. The youngest patients (50-64 years) reported lower levels of disease and treatment explanation compared to those aged 65-74 and 75-84 years. Significantly, in the group aged 50-64 years, experiences related to emotional support, quality of life, health promotion, and rapport proved statistically lower than in the young-old, middle-old, and old-old groups. It is worth noting that patients aged 85+ years rated doctorpatient rapport higher than all other groups, especially the group aged 75-84 years.
The youngest patients rated the doctor's behavior lowest on all but one of the dimensions. When it came to the rapport dimension, we observed a distinct pattern wherein the old-old group rated the doctor's behavior highest. Differences between age-groups were more pronounced when it came to experiences than previsit expectations. This was possibly not only due to differences in the perceptions of the various age-groups but could also be explained by changes in the doctor's behavior as he/she approaches people of different ages.
The relationship between the patient and the doctor, very important for patients aged 85+ years, is a core element in building successful rapport, which largely depends on the patient's expectations and the ability of the doctor to satisfy them. It is conceivable that successful rapport can have a positive influence on seniors, in particular the oldest ones. This may have a positive effect on involvement in treatment, the health-promotion process, and expectations toward health and medical care. 4, 5 that patients and physicians ought to develop a relationship marked by open access to information. 8, 9, 29 According to those authors, explanation of disease and treatment was strongly related to patients' level of satisfaction. Patients who are the most satisfied are more likely to adhere to treatment and self-care more actively. 30, 31 Our study showed that patients aged 75-84 years had a lower discrepancy in their expectation toward emotional support than patients aged 50-64 years, and had a higher discrepancy than patients aged 65-74 years. This could be explained by fact that older people expect their physicians to be friendly, kind, humorous, and patient during consultation. 32 In addition, there are positive correlations between patients' trust and their involvement in decisions about their health care, and this tends to increase with the patient's age. 33 The results confirmed that age is one of the sociodemographic variables that modifies patients' appointment-related expectations. This indicates that doctors should use an individual approach to provide accurate, balanced information about the treatment, while promoting realistic expectations and informed/shared decisions. In the same vein, the fulfillment of the patients' expectations is linked to the doctor's interpersonal skills. 7, 8 This underscores the significance of developing psychosocial competence among medical students. Such recommendations reflect the practical aspect of the data obtained from the PRACTA study.
In our study, we observed that regardless of the type of expectation, the largest discrepancies between previsit expectations and experiences evaluated after the visit were evident in the youngest group. Some studies suggest that patients get more positive experiences with age. 34 However, Bowling and Rowe 9 suggested that lower discrepancies between previsit expectations and experiences evaluated after the medical visit could be superficial. Perhaps this can be explained by a convergence between the previsit ideal and realism in patients' expectations, especially in the case of senior patients. This would at least partially support our finding that gaps between expectations and experiences were different for patients of preretirement age and those of older age. Fairhead and Rothwell 35 and Lawler et al 36 emphasize that there is increasing evidence of ageism in health care, and patients' seemingly positive experiences with growing age could be a result of this phenomenon. Accordingly, it is important to carry out a more detailed investigation into differences in expectations among patient age-groups.
It is worth mentioning that we also observed differences in educational levels among the different age-groups.
Our study showed that differences between previsit and postvisit measurements were statistically significant in all age-groups regarding all types of expectations. In the age-groups analyzed, patients who received less than they expected from doctors with respect to disease explanation, treatment explanation, emotional support, health promotion, quality of life, and rapport outnumbered those who received what they expected or more than they expected. Considering particular expectations, we are able to conclude that on disease and treatment explanation, the numbers of patients with negative assessments were higher in the youngest and old-old groups than in the other groups. As for quality of life, a higher number of negative evaluations was observed in the youngest and middle-old groups. When it comes to the remaining dimensions, the proportion of patients with negative assessments was similar across the age-groups. In the case of rapport, the number of those who received less than they expected was lower than for other types of expectations, which suggests that this expectation was less neglected by doctors than the others. Except for the rapport dimension, the differences were largest in the youngest group of patients, while the young-old group had the smallest discrepancies, ie, the highest and lowest levels of expectations within the same age-group. We could interpret this to mean that patients of preretirement age have high expectations that are not always satisfied, whereas those aged 65-74 years tend to have more realistic expectations and subsequently rate the doctor's behavior more in line with their expectations.
The pattern of differences between the age-groups in the experience categories varied slightly, though they seemed to be coherent. At the same time, the differences in the rapport category were the only ones that appeared to be significant among the youngest and the oldest participants, corresponding to similar differences found for previsit expectations. It should be noted that the old-old group had higher discrepancies on disease explanation than patients aged 75-84 years. This means that patients aged 85+ years received less than they expected from doctors in comparison to the middle-old group. This observation was interesting, as Vieder et al 28 observed that seniors tend to have high expectations toward medical visits, while being also more likely to return home with an abundance of confusing and conflicting information about their treatment. This may be caused by a failure to offer accurate information in nontechnical terms. Moreover, there may be cases where older patients feel confused and subsequently fail to seek clarification. A number of researchers have also found that among the most important patient expectations, we find disease and treatment explanation, stressing With higher age, patients with primary education were more numerous, whereas the number of respondents with secondary or higher education decreased. The distribution of the respondents' place of residence was not balanced either, as patients who lived in large towns or cities were dominant in each age-group. Probably, differences in educational leveland not only age -could be an important factor influencing responses and attitudes to health care. However, this requires further empirical research.
The results of the PRACTA project provided interesting and complex data material regarding patients' expectations toward medical visits for different age-groups. The PRACTA project involved a large group of patients aged 50-98 years. Another strength of this study is the diversity of the patients' socioeconomic characteristics, which included factors like sex, marital status, education level, place of residence, work status, and financial situation. This allowed us to implement a detailed examination of the respondents. It should also be mentioned that the PRACTA project analyzed patients' expectations concerning not only various types of medical information (including information about causes of disease, treatment, health promotion, and quality of life) but also factors like emotional support and rapport. In the literature, it is emphasized that the most frequently analyzed patient expectations are related to information about disease and treatment, emotional support, rapport, quality of life, and health promotion. 7, 8, [18] [19] [20] [21] [22] [23] [24] [25] [26] Nevertheless, there has so far been no study attempting to analyze these expectations together. The current study represents a comprehensive and unique attempt to do just that.
A strength of this study is also reflected in the methodology used, which allowed for a comprehensive analysis of patients' expectations in different age-groups. Patients completed questionnaires before and after an appointment with the doctor. Subsequently, we not only analyzed the patients' appointment-related expectations before the medical visit but also how they evaluated their experiences after the visit.
It is worth recognizing the limitations of the presented study: the study group consisted of purposefully selected seniors, a lack of earlier research on the topic, and singlemeasurement variables, which excluded the possibility of analyzing change over time. Despite these limitations, the results of the PRACTA project provided important information that could lead to a better understanding of seniors' expectations toward medical care.
Conclusion
The PRACTA study revealed differences related to age when it came to patients' expectations toward several factors, including disease explanation, treatment explanation, quality of life, rapport, and emotional support. Differences were not observed with regard to health promotion. Furthermore, an evaluation of patients' appointment-related experiences after a visit showed that that there were significant differences between age-groups concerning all types of expectations included in the study. Our study showed that differences between previsit and postvisit measurements were statistically significant with respect to all types of expectations in all the age-groups. In the groups analyzed, patients who received less than they expected from doctors regarding disease explanation, treatment explanation, emotional support, promotion, quality of life, and rapport outnumbered those who received what they expected or more than they had expected.
It is important that doctors share accurate and balanced information about treatment with patients, enabling realistic expectations and informed decisions. This is particularly reflected in how patients evaluate their experiences after a visit. Discrepancies between previsit expectations and experiences evaluated after the visit may negatively influence patients' attitude toward their own medical treatment.
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